The Trieger modification of the Bender Gestalt Test was used to measure recovery from anaesthesia ( Figure 1 ).1 This reference contains the scoring details. Each patient completed a baseline test prior to premedication. Following operation and a period in the recovery room, the patients returned to a short-stay room. The time spent in the recovery room is reflected in the number of patients taking the test in the first 90 minutes postoperatively. All scores were timed from the termination of anaesthesia. No scores were recorded in the first thirty minutes after operation.
Each patient completed the test on arrival in the short-stay room and at 15-minute intervals till discharge or for.150 minutes, whichever was the lesser. Note was made of patient position and allowance made in scoring, if necessary. A perfect score was zero. All scoring was done by one person (A.E.). Scores were recorded as absolute figures, not as deviations from the baseline. Statistical significance of the results was determined using a modification of Student's t-test. A p value of less than 0.05 was considered significant.
I~SULTS
The two groups were comparable with respect to age, weight, premedication dose of meperidine and induction dose of thiopentone. There was no significant difference in the baseline score for each group. At 30 to 59 minutes post-operatively patients who received inhalation agents performed significantly better than did patients who received narcotics (p < 0.005), in spite of the fact that the duration of their operation was significantly longer than the narcotics group (p < 0.05) (see Tables I and III) . There were some individuals in each group who scored poorly at 150 minutes. However, there was no significant difference between the two groups.
DISCUSSION
The concept of outpatient surgery is now well established. -0-5 Many studies have reviewed suitable agents for use in outpatients2 -r~ There has been concern over slow or delayed recovery fi'om anaesthesia, especially in relationship to patient safetyY ~-17 This study considered only the broad subgroups of narcotic and inhalational anaesthesia. It is recognized that a much larger stud), must be undertaken to evaluate individual agents.
Our study showed that patients who received inhalation anaesthetics performed significantly better at 30 to 59 minutes post-operatively than did patients who ENRIGHT & 1JACE-FLORIDIA : RECOVERY FROlk,I ANAESTHESIA 621 received narcotics. We suggest that if patients are to be discharged within one hour of operation, the anaesthetist should avoid the use of narcotics. This could be of importance in dental or high volume practices. After one hour, scores were essentially the same for both groups. We considered a score of within +-5 of the baseline as indicating recovery. This is arbitrary, however, and requires further evaluation. It is interesting that these scores correlated well with the judgment of the nursing staff and the feelings of the patients concerning discharge.
Nineteen patients remained till 150 minutes post-operatively. These may be in a "slow-to-recover" group. They could also be exhibiting the delayed effects of anaesthesia. These patients require careful supervision on discharge. It is clear that one cannot fix an arbitrary time for discharge of patients. Assessment must be on an individual basis. Several studies have outlined the type of delayed effects that can occur. 18,~ The recommendations that patients be accompanied home and refrain from driving or making important decisions for 24 hours post-operatively, seem valid. 2~ SUMMARY Forty-one patients undergoing outpatient anaesthesia and operation were studied. Nineteen received inhalation agents. Twenty-two received narcotics. Up to one hour post-operatively, patients who received inhalation anaesthesia performed significantly better than did those who received narcotics. After 60 minutes there was no significant difference between the two groups. It is suggested that narcotics be avoided in patients who will be discharged within one hour of anaesthesia. A small number of patients exhibited slow recovery. It is suggested that these may be patients at risk and that special care be exercised.
I~suM~
Quarante-et-un patients op&~s sur base externe ont 6t~ ~valu~s au point de vue %cup'ration apr~s l'anesthtsie g~ntrale.
Tous avaient re~u en prtmtdication de la mtptridine et de l'atropiue; on leur avait administr6 du thiopenthal comme agent d'induction. En suppl&nent au mtlange protoxyde d'azote-oxyg~ne, 19 malades avaient recu un anesthtsique d'inhalation (halothane, enflurane ou methoxyflurane) alors que les 21 autres patients avaient recu des narcotiques intraveineux.
Les patients qui ont re~u des anesth~siques d'inhalation ont r~cup&~ beaucoup plus rapidement au cours de la premiere heure. Cependant, une heure apr~s ]a fin de l'anesth~sie, les malades des deux groupes ne montraient pas de diff&ence significative. I1 est donc suggtr6 d'6viter les narcotiques chez les malades qu'on veut lib~rer moins d'une heure apr~,s la fin de l'intervention.
Pour un petit nombre de patients (19/41) des deux groupes, le temps de %cu-p&ation a 6t6 plus long que celui de la moyenne. I1 est suggfirfi de les considtrer comme des patients ?t risque plus ~lev~ et d'apporter une attention sptciale ~ leur examen de dtpart. 
